usually regarded as a rare condition which lies in the fields of only three specialties-dermatology, ophthalmology, and gynaecology. The convenient label, triple symptom complex, encourages this, the picture entertained being dominated by the three arresting features-recurrent oral and genital ulceration and relapsing iritis. Our debt to this type of concept is recognized, but if this disorder is to be uncovered more frequently, it has outlived its usefulness.
Behqet's syndrome is a protean disorder with a wide spectrum of clinical manifestations. Table I (opposite) indicates the specialties involved, reveals the syndrome's considerable capacity for deception, and offers a ready reference for the features to be looked for once the possibility arises. Although eosinophilia and diabetes mellitus have been reported in this syndrome, they have been omitted from the Table because of their infrequency. Marked eosinophilia has been recorded on only two occasions (Silfverskiold, 1951; Merenlender, Schwartz, and Stafford, 1961) . Diabetes mellitus has only once been reported (Fishof, 1960) as developing acutely in this syndrome, and it is tempting to consider it incidental, although this was not the author's view. If the domination of the syndrome by the triad concept is discarded, Table I makes it obvious that the condition frequently enters the diagnostic field and necessitates much careful interrogation and examination.
Arthralgia and Arthritis of Behvet's Syndrome
The relevant clinical features of 45 subjects described in the literature who showed locomotor symptoms associated with Behcet's syndrome are detailed in Table II (opposite), which shows that arthralgia and arthritis may be present more often than suspected.
The possible association of these features with erythema nodosum further stresses its importance to the rheumatologist. Truelove (1960) , in his recent study of the articular manifestations of erythema nodosum, did not mention the syndrome, and other recent dermatological and medical reviews of erythema nodosum make no reference to it (Gordon, 1961; James, 1961) , despite their agreement that many cases remain unexplained. It may not be appreciated that this dermatological feature occurs in one-third of cases of this syndrome (France, Buchanan, Wilson, and Sheldon, 1951) . These aspects of the syndrome deserve emphasis, as the discipline of rheumatology, being concerned with chronic diseases, is ideally suited to unmasking such a prolonged, deceptive, episodic disorder.
The varying severity of the arthritis and arthralgia is well illustrated in Table II . In some cases the diagnosis of rheumatoid arthritis, Reiter's syndrome, and intermittent hydrarthrosis had been made, but in others, the locomotor symptoms had merely been recorded without comment in the course of detailing full case histories.
Two further cases recorded below illustrate the importance of the syndrome to the rheumatologist and general physician.
Of the total 47 cases listed, 29 were male and 18 female, the mean age at onset being 29 08 years (range 15 to 41) and 25 22 years (range 11 to 45) respec- tively. It appears that the arthritis or arthralgia may precede, coincide, or follow, the triad manifestations. In exceptional cases such lengthy periods as 17 or 24 years had separated the development of these features, but the average interval between initial suspicion and adequate confirmation of the diagnosis, whatever the sequence of presentation, was 2 years. Barium meal examination revealed a small hiatus hernia.
The presumptive diagnosis was that of rheumatoid arthritis (sero-negative). Treatment with physiotherapeutic measures, splints, and analgesics, led to some improvement, but 5 months later the arthritis in the fingers was still active. The haemoglobin remained at 79 per cent. (11 5 g. per cent.), the white blood count was 5,400 per c.mm., and the erythrocyte sedimentation rate had risen to 22 mm./hr. In view of the persistent symptoms in the wrists and finger joints, the increasing erythrocyte sedimentation rate, and anaemia, a course of sodium aurothiomalate was given by intra-muscular injection. Careful direct questioning during this treatment not only uncovered the presence of painful aphthous mouth ulceration, but also a history of its episodic occurrence for more than 10 years. This exonerated the gold therapy and, as her joint condition showed marked improvement, the course was completed to a total dose of 1 g. in 10 months. The haemoglobin remained between 70 and 80 per cent. during this period, and the white blood count within normal limits.
In 1959, shortly after cessation of the gold therapy, there was a recrudescence of active arthritis in the fingers, and at the end of that year her feet and hands were again very painful, and there was marked inability to flex the fingers. There was pain in the right shoulder with limitation of movement. Because of this relapse she was given oral methylprednisolone (2-4 mg. daily for 19 weeks), and later hydroxyphenylbutazone was tried without benefit. During this time erythrocyte sedimentation rate readings of between 34 and 55 mm./hr were recorded. Neither the Waaler-Rose test nor the R.A. latex test gave a positive result. The fluorescent antibody test failed to show antinuclear activity in the serum. The white blood count was at the lower limit of normal, but the haemoglobin had risen to 90 per cent.
Later in 1960 a further course of methylprednisolone (4 mg. daily for 14 weeks) appeared to improve the joint state, particularly in the ease with which she could use her hands.
In 1961 methylprednisolone was given once more, but in higher dosage (8 mg. daily for 16 weeks). On this occasion there was little change in the joint condition -or relief from the regular appearance every few weeks of painful mouth ulcers involving the tongue, buccal mucosa, and gums. Dental examination showed no oral cause for these. Neither the application of gentian violet nor hydrocortisone pellets (Corlan) helped.
The continuing polyarthritis, unaffected by treatment, and the episodic aphthous mouth ulceration, were now joined by a severe unilateral conjunctivitis and several extremely painful ulcers of the labia. The conjunctivitis persisted for 3 weeks. These new features were elicited only by direct questioning, and the painful vulval ulcers had in fact been present for some months without spontaneous complaint.
Therefore, with an ill-defined polyarthritis extending over many years, there had now appeared sufficient features to support the diagnosis of Behget's syndrome. Case 2, a farmer's wife aged 45, was admitted to hospital in December, 1961, with a 7 weeks' history of aphthous ulceration of the gums and buccal mucosa, and severe vulval pain due to several small excavated ulcers of the labia minora which had been present for 6 weeks. Neither feature had occurred previously. There was no history of eye trouble, although she had been practically blind in the right eye all her life. No lesion was detected and the blindness was considered to be due to amblyopia ex anopsia.
Her earlier health had been good, showing none of the features in Table I , apart from a complaint of "joint pains". For 15 months, however, recurrent episodes of aching pain in the knees, shoulders, ankles, several proximal interphalangeal finger joints, and the metatarsophalangeal joints had been troublesome, and an outpatient assessment 9 months earlier recorded no abnormality on examination or x ray of the hands. The erythrocyte sedimentation rate was normal. The response to Solprin, paracetamol, Bufferin, methylprednisolone (Medrone), phenylbutazone, and chloroquine prescribed by her general practitioner had not been impressive. (The investigations subsequently excluded any possible relation between the ulcerative lesions and the phenylbutazone.) The steroid therapy was given for only 6 weeks, the maximum dosage being 12 mg. methylprednisolone daily; it had been gradually withdrawn because of the lack of response and had been discontinued altogether a few days before the aphthous stomatitis appeared.
During her first admission, fever of 99 to 1000 F. was recorded on several occasions, and the E.S.R. (Westergren) repeatedly stood at 60 mm. in the first hour. The mouth ulcers resolved in a few days, apparently because of the administration of hydrocortisone pellets (Corlan), and rapid relief from pain with healing of the vulval ulcers in a week occurred after topical application of Tri-Adcortyl ointment (Squibb).
During the next 4 months, three out-patient rex iews showed that the E.S.R. remained markedly raised (54, 41, 38 mm.) . Vulval pain but not actual ulceration occurred on one further occasion. The major disability was due to the persistence of the arthralgia, the right wrist and ankle and the proximal interphalangeal hand joints being particularly troublesome. Obvious spindling of two fingers appeared (Fig. 3) and pain and stiffness of the right hip joint became troublesome. She appeared pale, ill, tired, and crippling in the out-patient department in March, 1962, and a Behcet's syndrome occurs predominantly in young males.
Leg ulceration is found in both (Allison and Bettley, 1957; Pallis and Fudge, 1956 ). Familial occurrence of Behcet's syndrome (Berlin, 1960; Forbes and Robson, 1960; Sezer, 1956) has been recorded, but infrequently, and in this way it resembles rheumatoid arthritis.
The greatest difficulty will be experienced in differentiating seronegative rheumatoid arthritis of atypical (or asymmetrical) onset. Intermittent hydrarthrosis, thought by some to be a variant of rheumatoid arthritis, can also be closely imitated by Behcet's syndrome.
Reiter's Syndrome (polyarthritis, conjunctivitis (sometimes iritis or uveitis) and urethritis).-This requires careful separation from Behcet's syndrome.
Similarities other than the age and sex distribution, are the oro-genital ulceration and the generally favourable prognosis of the joint involvement. Failure to elicit or to recognize the significance of oro-genital symptomatology and the similar episodic pattern, often with incomplete clinical expression of the major features at any one time, adds to the difficulties. Painful aphthous mouth ulceration constant in Behcet's syndrome, has been recorded in Reiter's syndrome (Baron, 1960) . Sterile urethritis with blood and pus in the urine, and painless maculopapular rash or ulcerative lesions of the glans penis and prepuce, are characteristic of Reiter's syndrome. However, the latter (and rheumatoid arthritis) may be precipitated by gonococcal urethritis. The ulcerative genital lesions of Behcet's syndrome are usually considered to be exceedingly painful, but this is not entirely true. Relapse following coitus or dysentery appears characteristic of Reiter's syndrome, although post-coital exacerbation occurred in one subject recorded by Fishof (1960) . The arthritis may be migratory in either condition, but only in Reiter's syndrome do we find symmetry of joint involvement, sacro-iliac joint changes, radiological evidence of bone destruction, and calcaneal spurs. The hyperkeratotic skin lesions and keratodermia blennorrhagica of Reiter's syndrome could be confused with the pyoderma of Behcet's syndrome. Reiter's syndrome seldom begins with uveitis or progresses to blindness, but in Behqet's syndrome the eye lesions may be extremely serious.
Rheumatic Fever.-The onset may simulate Behcet's syndrome, with malaise, fever, weight loss, and a migratory polyarthritis involving the large joints. Anaemia, raised erythrocyte sedimentation rate, nodose lesions, and occasionally sore throat are features common to both. Differences are found in the antistreptolysin titre, salicylate response, and presence of erythema marginatum.
Still's Disease and Ankylosing Spondylitis.-The rare spinal involvement in the former and the almost invariable backache of the latter are simulated in some cases of Behqet's syndrome by back pain.
These last three conditions and rheumatic fever, all occurring in young people, commonly give a negative Waaler-Rose test.
Erythema Multiforme Exudativum (Stevens-Johnson Syndrome).-The ulcerative lesions in the mouth, perineum, genito-urinary tract, and eyes, and occasional joint effusion, deserve mention in the differential diagnosis. However, superficial sloughing and ulceration of the whole of the oral mucosa is said to differentiate this condition from Behget's triad (Church and Sneddon, 1955) .
Systemic Lupus Erythematosus.-Arthralgia, arthritis, fever, neutropenia (which occurs in some subjects with Behqet's syndrome: Pappworth, 1941) , papular skin lesions (Gold, 1954) , and occasional oral ulcers (Harvey, Shulman, Tumulty, Conley, and Schoenrich, 1954) , must be considered in the differential diagnosis. Mouth ulceration, arthralgia, and eosinophilia occur in polyarteritis nodosa. As indicated, eosinophilia has been recorded in two cases of Behret's syndrome. 
Discussion
The suggestion of Berlin (1960) that this condition should be remembered not as a triple symptom complex, but as Behget's multiple symptom complex is fully justified. Reviews which have drawn attention to some of the many non-triad features leave the impression that these are largely incidental (Berlin, 1944; Curth, 1946; France and others, 1951; Phillips and Scott, 1955; Pallis and Fudge, 1956;  Berlin, 1060), do not encourage the attitude that the features listed in Table I provide a useful starting point for the recognition of this curious disorder, and do not clearly indicate the difficulty of uncovering even the three most usual symptoms.
The manifestations are episodic, the history often extending over many years, and during any one phase of activity only one of the triad may be present; 10 years or more may separate the appearance of oro-genital ulcers and ocular lesions (Phillips and Scott, 1955; Semmence, 1960) , or even the genital and oral lesions. The scarcity of reports in British and American literature suggest that the diagnosis is sometimes missed, although Phillips and Scott (1955) (Morrison, 1959; Wadia and Williams, 1957; Gray, 1950) (Phillips and Scott, 1955) . Katzenellenbogen (1946) described a case in which superficial ulceration was seen during urethroscopic examination. The value of the triad concept is further undermined by somewhat similar difficulties in relation to the aphthous mouth ulceration, which are increased by the surfeit of confusing terminology (Pappworth, 1941; Ship, Merritt, and Stanley, 1962; Sircus, Church, and Kelleher, 1957; Forbes and Robson, 1960) . There is probably no case on record in which mouth ulceration has not been present, but this again must be sought with care. After the initial trouble, perhaps 15 or 20 years earlier the patient may well make no further spontaneous complaint, despite episodic recurrences of the ulcers. Therefore direct questioning is again necessary. As with the genital lesions, the neurologist confronted with a difficult diagnostic problem or a picture suggestive of disseminated sclerosis (Pallis and Fudge, 1956; Phillips and Scott, 1955; Masheter, 1959; Curth, 1952; Whitty, 1958; Evans, Pallis, and Spillane, 1957; Lancet,, 1958 ) is unlikely to look for these mouth ulcers or their scars or to try to elicit the history of their episodic occurrence. The ophthalmologist and rheumatologist are equally likely to overlook these features, for in the recognized major textbooks of these three specialties accounts-of Behret's syndrome are inadequate or non-existent.
Conclusions
The field of rheumatology is particularly well suited for a search for cases of Behcet's multiple symptom complex, since arthritis and arthralgia, with or without erythema nodosum, may be the presenting or dominant feature. The acceptance of the protean nature of the clinical manifestations of sarcoidosis did much to further our knowledge of this disorder and it appears that a similar approach to Behcet's syndrome is justified. The neurologist should consider this syndrome whenever the possibility of multiple sclerosis arises, or when he is faced with a diagnostic problem. The surgeon and general physician should add it to the differential diagnosis of a variety of complaints. The gynaecologist should enquire routinely about painful or painless genital ulceration and aphthous stomatitis. In the presence of either, the manifestations listed in Table I should be sought and long-term observation undertaken. The burden of the dermatologists and general practitioners is obvious. Their attention may most profitably be directed towards a search for the many non-triad features in cases presenting with erythema nodosum, aphthous stomatitis, or any of the pyodermas. In many cases only suspicion sustained over the years will confirm the diagnosis. Poliartritis en el complejo sintomaitico multiple de Behbet SUMARIO Se relatan dos casos de complejo sintomAtico multiple de Behcet, en los cuales una artritis de tipo reumatoide persistente fue el rasgo manifiesto y dominante. Se pasa revista a la literature pertinente a los aspectos artritico y artralgico y se discute el diagn6stico diferencial. Se indican los limites del concepto de triada. Se sugiere que la presencia de rasgos fuera de la triada deberian hacer pensar a este sindrome en casi todos los casos de sintomatologia vagamente definida.
